This article addresses the challenge of igniting action on health promotion for women in Canada with respect to alcohol use during pregnancy. We illustrate that accelerated action on health promotion for women that engages multiple levels of players, women-centred and harm-reduction frameworks and a gendered approach to understanding women's lives can be achieved when the right policy moment occurs. We illustrate this by describing the opportunity afforded by the Olympic Games in 2010, where the BC government used the Games to encourage action on women's health promotion and the prevention of alcohol use in pregnancy. We suggest that the 2011 announcement of new low-risk drinking guidelines that recommend lower intake of alcohol for women than for men offers another, to date unused, opportunity.
T he federal, provincial and territorial governments endorsed new low-risk drinking guidelines for the Canadian population in November 2011. 1 This policy acknowledges that lowrisk drinking guidelines are best approached through a sex/gender lens. This means that the recommended number of drinks per week that constitute low risk for women are different (and lower) than those recommended for men. These important recommendations came about after deliberations by the National Alcohol Strategy Advisory Committee that took into account research indicating that females metabolize alcohol differently than males, and that less alcohol would have equal or more effect on women's bodies than on men's. 2 Furthermore, with an understanding of the risks associated with alcohol consumption to a fetus and infant, these guidelines reinforce that pregnancy and breastfeeding are also identified as periods in women's lives when it is safest to not drink at all.
Nevertheless, in June 2012, a headline appeared in Canadian national media stating, "moderate drinking in pregnancy not cause for alarm." 3 This claim was based on a study by Danish researchers who found that adverse neuropsychological effects measured in children five years of age were not associated with moderate alcohol use in pregnancy. 4 At least once a year, a study on alcohol and pregnancy such as this one receives widespread media attention, leading to public uncertainty about the effects of drinking in pregnancy. It also creates additional challenges for those working on women's health promotion and specifically, the prevention of Fetal Alcohol Spectrum Disorder. In these instances, clear public health messaging grounded in supportive alcohol guidelines policy is urgently required.
The new low-risk drinking guidelines were announced in 2011. Though available, they are not yet well disseminated. These guidelines use differential definitions of at-risk drinking for women and men: when applied, the size and scope of women's problem drinking in Canada is dramatically increased. Indeed, when the new guidelines are applied, the prevalence of high-risk drinking by women is heightened by 20% (from 34% to 53% by women aged 25 to 34 in reanalysis of CCHS survey data). 5, 6 The use of these differential definitions of risky drinking for women illuminates a serious issue and a need for greater attention to prevention and health promotion for women drinkers, as well as more focus on clearly messaging and addressing the risks associated with alcohol consumption during pregnancy.
The introduction of these new guidelines has presented a critical policy moment in Canada, providing a valuable opportunity for action on the health promotion front. A comparable opportunity occurred in 2004-5 leading up to the 2010 Olympic games, when the Government of British Columbia developed a broad intersectoral health promotion initiative called ActNow. This initiative was an innovative and ambitious intersectoral approach to prevention and health promotion aimed at encouraging coordinated collaborative activity among government ministries and sectors. 7 Among its several components and streams, ActNow had a focus on the reduction of alcohol use during pregnancy called Healthy Choices in Pregnancy (HCIP).
The approach employed by HCIP signalled a dramatic shift in thinking about how to address alcohol use during pregnancy. Rather than focusing on the development and dissemination of information about the risks of alcohol use in pregnancy targeted at women directly, HCIP aimed its resources at providers. The goal was to facilitate proactive, multidisciplinary knowledge translation on pregnancy, alcohol and the related determinants of health. Health care and other service providers were encouraged to create a welcoming and effective support system for women and their families. Collaboration across a range of groups, professions and services was encouraged. Researchers, health system planners, service providers, policy-makers, and women themselves worked collaboratively on the initiative, as a key mechanism for enacting HCIP. In shifting from individual to systemic change, HCIP created a shift in attitude and focus from blaming individual women for drinking during pregnancy, to creating systemic change and action based on effective and supportive approaches to reducing alcohol use during pregnancy.
To this end, two key frameworks were introduced in HCIP: 1) a women-centred framework and 2) a harm-reduction framework. The women-centred framework emphasized the range of issues and determinants affecting women's health and encouraged the uptake of a respectful and gendered approach to women and alcohol use during pregnancy. 8 This framework also replaced fetus-centred frameworks that typically ignore pregnant women as worthy of health promotion and enhancement in their own right, and tend to focus solely on fetal or infant health. Additionally, a womencentred approach implicitly and explicitly replaced victim blaming and punitive, shaming attitudes and practices aimed at pregnant women who use alcohol. 9, 10 A harm-reduction framework was also introduced in the HCIP program, which valued and promoted a wide range of behaviours and initiatives aimed at mitigating the effects of alcohol use. For example, while abstinence from alcohol during pregnancy is the ideal, for some women, reduction in alcohol use is an improvement that can more realistically be achieved. Collateral improvements in nutrition, vitamin intake, personal safety, and food and housing security can also be part of an overall harm-reducing framework.
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When these kinds of measures are part of health promotion regarding alcohol use during pregnancy, overall health for women and their fetuses can be improved even when alcohol use continues.
In the HCIP initiative, the goal was to increase by 50% the number of women counseled about alcohol use in pregnancy by educating a wide range of practitioners to confidently and effectively discuss with women -in new, supportive, and respectful ways -the topic of drinking. In order to promote this and other goals, four levels of actors were mobilized to act in concert. First, there was an explicit governmental priority on the issue, clearly articulated and part of a well-funded initiative. Second, there was concomitant structural support within the Health Authorities in BC to implement the provincial priority. Third, there were resource experts to develop and support a participatory, empowering, and equityoriented approach to carrying out HCIP. Finally, there were key community-based organizers and learners across the province keen on skill building in the interests of women's health promotion.
In the end, the policy moment created by the Olympics was used to advance understanding and action on three aspects of women's health: 1) reducing alcohol use during pregnancy, 2) inculcating a gendered, women-specific approach to health promotion, and 3) generating and engaging a network of players and agents across BC through a variety of activities, training, and knowledge translation efforts.
Seven years later, we have another such opportunity with the announcement of clear, sex-specific and gendered, evidence-based advice in the form of low-risk drinking guidelines. How can women's health promotion regarding alcohol make use of this new information to regenerate and refocus itself? We suggest that the lessons from the HCIP program could inform ongoing efforts. We can capitalize on this shift in policy to bring the widest possible attention to the sex-specific effects of alcohol use, and the dramatically expanded size of the risky-drinking problem among women when these new guidelines are applied. However, in order to create effective change for women, we need to engage a range of groups, professions and services to collaborate to create systemic change, making a women-centred and harm-reduction informed approach the new standard. In addition, we need to coordinate an approach across the country, engaging a range of players. Most importantly, we can leverage the knowledge gained in BC to help pan-Canadian system planners and service providers effectively bring to women the message in the new guidelines about the risks of drinking during pregnancy -in the supportive and respectful ways pioneered in the Healthy Choices in Pregnancy Program leading up to the Olympics in 2010. This is an opportunity not to be missed. Table 1 .
Excerpt From Canada's Low-Risk Alcohol Drinking Guidelines
Guideline 1 (Your limits)
Reduce your long-term health risks by drinking no more than:
• 10 drinks a week for women, with no more than 2 drinks a day most days • 15 drinks a week for men, with no more than 3 drinks a day most days Plan non-drinking days every week to avoid developing a habit.
Guideline 2 (Special occasions)
Reduce your risk of injury and harm by drinking no more than:
• 3 drinks (for women) on any single occasion • 4 drinks (for men) on any single occasion.
Plan to drink in a safe environment. Stay within the weekly limits outlined in Guideline 1. 
